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The audit imperative and CAMHS
In high-income countries, CAMHS have risen to the challenge of outcome measurement. A major breakthrough was the development of a dedicated measure, Health of the Nation Outcome Scales for Children and Adolescents (HoNOSCA), addressing both symptom improvement and reduced impairment following specialist CAMHS use. 2 This measure has been thoroughly researched internationally and found to be fit for purpose, userfriendly, a good proxy measure for diagnosis, valid for use by specialist and in-patient CAMHS working within a multidisciplinary framework, with excellent national and international interrater reliability, and congruent with parent and referrer outcome ratings. 3, 4 It is sensitive to change, and when complemented by parental and referrer satisfaction scores, it provides a comprehensive outcome summary of CAMHS use. 3 It has documented substantial improvement in children's symptoms and impairment following CAMHS use and in the process has provided average change scores that can be used as yardsticks to compare performance across units. Alongside HoNOSCA, other instruments such as generic parent-completed epidemiological screening questionnaires and clinician-reported impairment scales (e.g. Strengths and Difficulties Questionnaire, Children's Global Assessment Scale) with established validity, reliability and sensitivity to change, have gained popularity among CAMHS, as have a variety of disorder-specific instruments.
3,5
Beyond CAMHS audit tools
The availability of adequate tools is only one step towards outcome measurement. Implementation needs to take account of the practice and policy context and the interlocking influences of government initiatives. In the UK these include New Ways of Working, which aims to enable all clinicians to extend their roles and work effectively in teams, thus making outcome measurement widely relevant across different professions (www.newwaysofworking.org.uk), and quality assurance mechanisms such as the Quality Improvement Network for Multiagency CAMHS and the Quality Network for In-Patients which develop and apply standards for specialist CAMHS including outcome measurement through a system of self-and external peer-review (www.rcpsych.ac.uk/clinicalservicestandards/ centreforqualityimprovement.aspx).
As CAMHS outcome measurement becomes more widespread 5,6 and service purchaser requirements more explicit, renewed attention has focused on the actual purpose and objectives of outcome measurement and on the advantages and disadvantages of 'dedicated' outcomes compared with 'allpurpose' screening instruments more likely to take a dimensional approach which is not driven by the presence of symptoms or disorders. The use of generic as opposed to disorder-specific measures which may be more appropriate for specialist clinics such as for children with obsessive-compulsive disorder has also been debated, and the extent to which existing outcome measures are efficient for children with intellectual disabilities needs to be tested further. 7 There are differences of opinion about the appropriateness of primary reliance for outcome measurement on clinicians as opposed to users (parent, child, teacher and referrer) as symptom reporters.
Furthermore, a number of important implementation issues have arisen, including the best approach to documenting outcomes for children and young people seen for assessment only, for those whose management and/or treatment extends over many months and years, for work that primarily addresses parental and family concerns rather than psychopathology in the child, and for work done in bridging posts ('tier two' CAMHS) between specialist CAMHS and primary care. This has resulted in variations in the measures recommended and implemented across services. Although research projects and audit in more selfcontained services such as in-patient units obtain good returns and, therefore, reliable results, 3,8 implementation in routine clinical practice tends to be marred by small returns.
There is, nevertheless, a move afoot to introduce uniformity to the outcome measurement process in CAMHS as in other health services. What audit objectives and tools are appropriate for this task? Three possible alternatives -measuring service efficacy, league tables, and enhancing service and clinician accountability -will be addressed here.
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Possible objectives of CAMHS audit Measuring service efficacy
An approach under consideration would involve measuring and contrasting symptom change, following CAMHS use, in a particular service or given area against expected changes over time in a comparable non-referred population. In effect, the objective here is the measurement of CAMHS efficacy which is more in the realm of hypothesis-driven research than audit. This requires a rigorous research design, careful sample and instrument selection and description, and multiple measures of clinical change, taking into account the range of possible clinical and attitudinal confounding factors influencing referral and outcomes. It demands substantially higher return rates and analytic expertise than may be expected from clinical audit, and some knowledge of the interventions provided. The development of a single tool able to audit change meaningfully across different primary and specialist services seems, moreover, implausible. Epidemiological research comparing referred and non-referred samples has generally failed to show differences in outcome and highlighted the methodological flaws inherent in this approach. 9 
League tables
A different objective for CAMHS outcomes audit would be issuing league tables in order to guide service purchasers and prospective patients. Nevertheless, high acceptable return data is again a central tenet of league tables. Even if full representative data were obtainable and clinical improvement judged against published standards, account still needs to be taken of confounding contextual or complexity factors; not least initial problem severity, since higher initial symptom scores generally predict greater change and improvement. As an illustration of the influence of complexity, reduced HoNOSCA change and improvement 3, 10 has been reported in children with intellectual disability attending generic out-patient CAMHS when compared with other attenders -possibly suggesting a desirability for the development of specialist CAMHS with a special remit in these areas -but not in pre-adolescent in-patient psychiatric units which may be more attuned to their needs. Similarly, parental attitudes towards CAMHS contact have been found not to predict outcome in the community, but do predict outcome in in-patient units.
3,8
Service accountability
If measuring service efficacy and the use of league tables are, on current evidence, unrealistic premature goals, an achievable objective of outcome auditing is to enhance service accountability. This is intrinsic to the audit process and deliverable provided that expectations from users and clinicians are realistic and the actual process is adequately supported administratively and technically. It can be met by: (a) obtaining information on user satisfaction; and (b) by symptom/impairment reporting at clinic intake and discharge, together with brief measures of context and case complexity, as well as of the service use process.
The appropriateness of user satisfaction enquiry is self-evident and, moreover, applicable across services with different levels of care, whether primary, bridging/tier two, or specialist CAMHS; although a small and biased response rate is to be expected, the onus would be on services to show: (a) all eligible users over a certain and uniformly defined period of time have been approached; (b) returns are consistent with those of other units with comparable clienteles; and (c) acceptable user satisfaction levels have been obtained in line with published comparable data. 3 What about symptom change? Who should be entrusted with this: clinicians, service users or referrers? The leading consideration here is what procedure is most likely to obtain fuller returns and more representative information. For specialist generic CAMHS, there is much to be said for this being primarily a task for the clinician. First, althoguh it is unrealistic to expect high, representative return rates from parents and referrers, the same does not apply to clinicians, provided -and this cannot be overemphasised -that the demands on clinician training and time are minimal and appropriate information technology and administrative support is available. Second, CAMHS clinician accounts represent a professionally informed summary statement of problems as reported by different informants such as parents, children, teachers and clinicians, and, therefore, are preferable to those from single informants. Administratively, it is a more parsimonious process than obtaining and numerically aggregating three (parent, child, teacher) or more individual reports. Third, the use of appropriate composite measures, made up of the range of symptoms seen in specialist care, can help ensure a degree of uniformity in both intake and outcome data collection among clinicians from different backgrounds and contribute towards a sense of both personal and collective accountability for service outcomes. Fourth, dedicated user-friendly and quick to complete clinician CAMHS measures are available with good validity and interrater reliability, as well as congruence with parental and referrer reporting of symptoms and/or symptom change.
Clinical service effectiveness
Ultimately, of course, outcome auditing only provides a small snapshot of clinical effectiveness and service quality; the latter will depend to a large extent on the availability of good clinical assessment and management skills, and the use of adequately implemented evidence-based treatment methods in an adequately administratively supported and managed service. Auditing outcomes can contribute to enhancing service accountability through the acquisition of adequately technically supported contextualised information on user satisfaction and symptom/ impairment change. In this, the first of two contributions, Henry Rollin presents a digest of some of the themes explored in his long-running '100 years ago' series. A full-length article on this topic is available as an online supplement to this item.
Overcrowding in asylums
The clamour for admissions to the ever-increasing number of beds in the already overcrowded asylum continued. Those who queued outside the gates were both genuine psychiatric cases and an assortment of social misfits. A doctor employed in one of these therapeutically stagnant human warehouses described it thus:
'They are houses for the detention of the insane, but one really cannot describe them for the treatment of mental diseases.' (Lancet, 21 January 1905)
Classification of mental diseases (nosology)
Pioneers in the field at this time (alienists) were French, the two most important being Phillippe Pinel (1745-1826) and his pupil, Jean-Etienne Esquirol (1772-1840). The latter is particularly important for his Des Maladies Mentales, which transformed the nosology of mental diseases. 
The professional status of psychiatry
In the pecking order of medical disciplines, psychiatrists were firmly seated below the salt. The Cinderella status of psychiatry is well described here (BMJ, 23 April 1898):
'The bane of alienism in the past has been its isolation from general medicine. So long as the treatment of mental disease is restricted to separate institutions set apart for the purpose, so long will endure the foolish prejudice that a stigma of disgrace and of horror attached to it.'
The Medico-Psychological Association (MPA) By 1901, the MPA had attracted a mere 616 members (swollen by 1925 to a derisory 673!). To conduct its affairs, it rented a woefully inadequate room, albeit in one of the most fashionable and expensive quarters in London W1.
In essence, the MPA was a cosy dining club which met periodically in noted restaurants in London. The scientific meetings were poor in quality and badly attended. Even AGMs -for example, one held on 11 May 1899 -drew a mere 50.
Politically, the MPA was virtually impotent: if advice was sought concerning legislative matters, it was Big Brother, the Royal College of Physicians that was consulted.
Beginning of improvement in the social and legal status of 'pauper lunatics' Dorset was the first county in England to take advantage of Section CCLV of the Lunacy Act 1890, by providing accommodation of private patients within the corpus of the County Institution (BMJ, January 1902).
However, Dorset's claim was challenged by the LCC (Journal of Mental Science, April 1900) where there is an account of provision for 60 female patients at Horton Hospital, Epsom, and the same provision to be had at Claybury and in other counties for the poorer class of private patients.
Nevertheless, it is important to stress that these more privileged patients were still 'certified', whereas, in Scotland, by this time, there was provision for voluntary (VP) admission. This giant step forward was noted in the BMJ 4 Jan 1902. (Voluntary patients were first admitted in England and Wales under the Mental Treatment Act 1930.)
